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Summary
Introduction: We report a case of cervical Pott’s disease revealed by parapharyngeal abscess.
Case report: A seven-year-old boy was admitted with a three-week history of painful ﬂuctuating
left lateral cervical swelling, associated with night sweats. Examination found trismus, through
which a lateral pharyngeal bulge could be observed. Incision and drainage of the abscess on
a combined cervical-oropharyngeal approach was performed under general anesthesia, associ-
ated to non-speciﬁc antibiotherapy by parenteral route. Bacteriology was negative. After one
week of antibiotherapy, fever persisted with onset of torticollis. A diagnosis of tuberculosis was
considered. Tuberculin skin test was positive at 16.5mm. A second sample by pharyngeal aspi-
ration showed caseous pus with acid-fast bacilli. Cervical spine CT found a retrostyloid abscess
with atlantoaxial lysis. Cervical Pott’s disease complicated by Grisel syndrome was diagnosed.
Antituberculosis therapy was initiated. Results at ﬁve months’ follow-up were satisfactory.
Discussion/Conclusion: Parapharyngeal abscess with an etiology of Pott’s disease is rare. Modern
imaging is highly contributive to diagnosis and follow-up of lesion regression under treatment.
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IntroductionCervical Pott’s disease is rare, at 3 to 20% of tuberculous
osteoarticular pathologies [1—5]; locations are much more
frequently thoracic, involving the ﬁnal thoracic vertebrae,
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r lumbar. It is usually revealed by a retropharyngeal abscess
6,7]. We here report the ﬁrst case of atlantoaxial Pott’s
isease revealed by a retrostyloid abscess in the literature.
bservationseven-year-old boy was admitted to emergency with a
hree-week history of ﬂuctuating painful left lateral cervi-
al swelling and odynophagia, associated with night sweats.
served.
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gain and stable apyrexia. ENT examination found that the
ﬂuctuating lateral cervical mass had ﬁstulized. The effusion
had ceased, leaving a clean scar. Cervical range of motion,igure 1 Neck stiffness observed on seventh day after admis-
ion, before initiation of antitubercular treatment.
eneral examination found a temperature of 38 ◦C and a
eart rate of 90 bpm. ENT examination found a mild 2 cm
rismus, through which a lateral pharyngeal bulge covered
y non-ulcerated inﬂammatory mucosa could be observed.
he posterior pillar of the left tonsillar region was swollen,
ushing the tonsil forward in a manner suggestive of a
etrostyloid abscess. Incision and drainage on a combined
ervical-oropharyngeal approach under general anesthesia
ollected 35 cm3 of pus. Direct bacteriology and culture
ere negative. Associated i.v. amoxicillin— clavulanic acid
100mg/kg per day in three doses) and gentamycin (5mg/kg
er day in a single dose) was initiated.
On his seventh day in hospital, the patient developed
orticollis (Fig. 1) and pulmonary auscultation detected
attling on the right base. Frontal pulmonary lung x-ray
ound a diffuse bilateral bronchial syndrome associated
ith a right basal interstitial site. HIV serology was nega-
ive. CRP was 24mg/L (normal, < 6mg/L). Tuberculin skin
est was positive at 16.5mm. Control blood count found
yperleukocytosis (18,000 white cells/mm3). A persistent
risel syndrome developed, with thickening of the cervi-
al region, and recurrence of cervical and oropharyngeal
welling. Standard cervical spinal x-ray showed pinching of
he corporo-vertebral interlines, destruction of the C2 ver-
ebra and dense prevertebral soft tissue (Fig. 2). Cervical
T found lysis of the summit of the odontoid apophysis,
ith atlantoaxial diastasis, lysis of the anterior C1 arc, and
ultiloculated parapharyngeal collections (Fig. 3). Repeat
osterior pillar drainage by trochar under general anesthesia
F
pigure 2 Lateral C-spine x-ray, showing a pinching of cor-
orovertebral interlines and dense prevertebral soft tissue.
ollected thick caseous pus. Direct bacteriology found acid-
ast bacilli (AFB) on Ziehl staining. Culture on Lowenstein
edium identiﬁed the AFB. Antitubercular polychemother-
py was initiated, ﬁrst associating isoniazid (H) 5mg/kg per
ay, rifampicin (R) 10mg/kg per day and pyrazinamide (Z)
5mg/kg per day, with a second phase associating RH for a
otal course of ten months. A Philadelphia cervical collar was
tted. Evolution at ﬁve months was favorable, with weightigure 3 Cervical CT-scan, showing vertebral lysis and para-
haryngeal abscess.
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Table 1 Reports of retropharyngeal abscess revealing
Pott’s disease.
Authors Cases of retropharyngeal
abscess revealing Pott’s disease
Lifeso, 1987 10
Al Soub, 1996 1
Brian, 1999 1
Kooli, 2001 2
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however, remained limited, despite the Minerva jacket.
After ﬁve months’ antitubercular treatment, standard lat-
eral spinal x-ray showed limitation of the bone lesions,
almost complete regression of the prevertebral opacity, and
persistent disc pinching.
Discussion
Pott’s disease affects the craniocervical junction (suboccip-
ital Pott’s) in 0.3% to 1% of cases, whatever the vertebral
location [4]. An atlantoaxial joint location is exceptional, at
0.3% of cases of spinal tuberculosis [5]. In geographic regions
where tuberculosis is endemic (poorer Asian, East European
and African countries) [5], however, it is a diagnosis to be
considered from the earliest stages. Most authors relate
delayed consultation to clinical latency [1,2,5], which varies
from two months [3] to one year [5], for a mean 10.8 months
according to Lifeso [6], in one of the longest series published
(12 patients presenting with atlantoaxial Pott’s disease). A
cervical location involves a retropharyngeal abscess in 57%
of cases according to Pollard [7] and 83% according to Lifeso
[6] (Table 1). Isolated lateral pharyngeal abscess revealing
Pott’s disease has not previously been reported. Torticollis
is non-speciﬁc: it is found in more than 80 causes and does
not clearly orient diagnosis [8]. It is, however, strongly sug-
gestive of retrostyloid abscess, where it is present in 75% of
cases [8]. The oropharyngeal arching may be very slight [8]
or more obvious and obstructive, inducing dysphagia, dys-
phonia or dyspnea [2,9]. Signs of tubercular involvement,
such as asthenia, anorexia, weight loss and night sweats,
are rarely encountered [1,2]. Biological examinations such
as CRP, ESR, CBC and TB skin-test are not systematically
positive [1]. Its rarity and clinical latency make cervical
Pott’s disease hard to diagnose. Bacteriology, with direct
examination using Ziehl-Neelsen staining and culture in
Lowenstein-Jensen medium reveals Koch’s bacillus. Histol-
ogy of the abscess wall or of a satellite lymphadenopathy
ﬁnds pathognomonic giant-cell epithelial granuloma with
central necrosis. Koch’s bacillus is not always immediately
isolated in the sample [2,10], which accounts for the delay
in the diagnosis of tuberculosis, suspected only after failure
of non-speciﬁc antibiotherapy. Imaging is very contributive.
Standard cervical spinal x-ray may show prevertebral soft
tissue thickening, bone lysis with irregularity of the plateau,
cysts or vertebral collapse [1,2,5,9]. CT usually ﬁnds lysis
[cess 153
f the anterior wall of the vertebral plateaux and, in the
aravertebral, retropharyngeal or parapharyngeal regions,
ypodense multiloculated collections surrounded by a shell,
reating effect of mass on the oropharynx. MRI usually ﬁnds
ffusion with hypointense T1 and hyperintense T2 signal
1]. Treatment means and methods are multidisciplinary,
nvolving antituberculosis polychemotherapy and may call
n an anesthesiologist, ENT specialist, orthopedic specialist
r neurosurgeon. Indications vary with the situation. Intu-
ation under ﬁbroscopy is useful in case of spinal instability
nd avoids rupturing the abscess [7]. ENT management con-
ists in draining the abscess when large and symptomatic. A
hiladelphia cervical collar or halo traction may be needed
o stabilize the spine or treat subluxation. Neurosurgery may
e indicated in case of neural compression.
onclusion
he clinical latency of cervical Pott’s disease and its
ometimes deceptive manifestation usually preclude early
iagnosis. Retrostyloid abscess revealing Pott’s disease is an
xceptional situation: retropharyngeal locations are more
ften reported; but it needs to be considered in endemic
egions. Imaging is highly contributive to diagnosis and to
ollow-up of lesions in regression under treatment.
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